A 51-year old female with a history of multiple sclerosis presented to the emergency department with hypotension and fatigue. She was found to be in cardiogenic shock. Her initial EKG was concerning for STEMI and her troponin was positive. She was eventually diagnosed with spontaneous coronary artery dissection. This case report discusses her presentation, management, and clinical course. We emphasize the need for emergency medicine physicians to be concerned for SCAD, especially in women with a history of fibromuscular dysplasia, connective tissue disorders, or peri-partum status.
sclerosis with no recent glucocorticoid usage. While taking amlodipine, this patient had several ED visits for presumed pharmacologically induced hypotension, and she had not taken any antihypertensive medications in several months.
On exam, patient was alert but appeared fatigued. Her skin was pale and warm. Patient's vitals on initial exam were heart rate of 52 beats per minute with variability to 70 beats per minute. Her blood pressure was 77/54 and her oral temperature was 36.4 degrees Celsius. Her oxygen saturations were 100% on room air with respiratory rate of 12 breaths per minute. Her neck was supple, lungs were clear to auscultation. No murmurs or rubs were auscultated on cardiac exam. Patient's abdomen was soft and non-tender. Her baclofen pump surgical site, in left lower abdomen, was clean, dry and intact with surgical staples in place and no swelling, erythema or drainage. The patient had no rash. The patient developed worsening hypotension during catheterization requiring escalation of pressor dosing and a 3 rd liter of normal saline. After the catheterization, the patient developed hypoxia to 70% SpO 2 despite high flow nasal cannula. She was intubated for respiratory support with frothy secretions apparent on laryngoscopy and pulmonary edema apparent on chest radiograph. The patient was transferred to the Cardiac Critical Care Unit following PCI. A norepinephrine drip was weaned off 4 hours from initiation and patient was extubated the next day. Echocardiogram performed the day after the catheterization showed an ejection fraction of 55% -60% with interior and lateral wall hypokinesis, compensatory hyperkinesis of other segments, and mild diastolic relaxation abnormality. No prior echocardiogram was available for comparison. Her hospital stay was prolonged by persistent oxygen requirement secondary to pulmonary edema, requiring IV furosemide diuresis. Oxygen requirement resolved on hospital day 5 and she was then discharged at near baseline functional status.
This case describes the presentation of cardiogenic shock secondary to spontaneous coronary artery dissection (SCAD) with significant potential for anchor bias. While this patient presented with hypotension and malaise 3 days after a surgical procedure, a non-specific presentation required the differential remain broad. SCAD is a difficult diagnosis to make as it occurs predominately in females (81% -95%) under the age of 55 years old without significant risk factors for atherosclerotic coronary artery disease [1] [2] [3] . While SCAD may present as an STEMI, NSTEMI or unstable angina, diagnosis is made by coronary angiography. STEMI is reported to be present in less than 50% of cases and trending of troponins may be delayed or foregone due to lack of such risk factors [1] [4] [5] . Alternatively, conditions that have been found to correlate with SCAD and should increase suspicion for SCAD are extracoronary vascular abnormalities (EVA), and pregnant or post-partum state [1] [2] [4] [5] EVAs have the strongest correlation. Underlying EVA is present in 72% and 66% of pregnant patients with SCAD and post-partum patients with SCAD, respectively. The most com-mon of these is fibromuscular dysplasia [5] [6] .
Unfortunately, almost all of these diagnoses were made via CTA or MRA screening after the occurrence of SCAD, negating their utility as a risk factor.
Additionally, while MI caused by SCAD has been reported to be as high as 50%
in the peri-partum period [7] , other studies show peri-partum status present in only 18% -26% of cases [2] The lack of reliable risk factors makes diagnosis of SCAD elusive, and this case highlights the difficulty of making the diagnosis in a patient with significant confounding factors. Clinicians should consider the diagnosis of SCAD in patients with presentations similar to Acute Coronary Syndrome, especially young women with history of fibromuscular dysplasia, known as connective tissue disorder or peri-partum status.
